Background
Mycobacterium tuberculosis is an extremely rare condition when presenting in the uterine or cervical location. Although the final diagnosis is made by histology, sonographic findings, including a hypertrophic shape, in conjunction with medical history and clinical manifestations, generally narrow the diagnosis. The different differential diagnoses include other tissue masses of the uterine cervix, particularly cervical cancer. Sonographic findings of cervical tuberculosis have rarely been reported in the literature. Current articles discussing the treatment of this disease are primarily from gynecological and histopathological practitioners.
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Case Report
A woman in her late 20s was admitted for chronic leucorrhea resistant to medical treatment. She was otherwise in good apparent health. Neither the patient nor her husband had any medical history of tuberculosis or immunosuppression. Clinical examination found a cervical swelling protruding Tuberculosis of the uterine cervix is extremely rare. An awareness of sonographic findings is necessary when evaluating for cervical lesions because it can mimic other masses, especially cervical cancer. This is a case of hypertrophic tuberculosis of the uterine cervix presented with chronic leucorrhea. Initial diagnosis was made by endovaginal sonography and confirmed after biopsy. (Figure 4) . A cervical biopsy was performed, and histological examination showed tuberculous granulomata, epithelioid cells, and central caseation with chronic inflammation. With special stains, acid-fast bacilli were identified in the tubercles. The patient underwent chest radiograph and abdominal sonography. No other tuberculosis lesions were detected.
Discussion
Tuberculous involvement of the genital tract is detected in 1.3% of women with tuberculosis. The affected sites are the endometrium (72%), salpinx (34%), ovary (12.9%), and cervix (2.4%). Tuberculosis of the cervix remains rare; it accounts for 0.1% to 0.65% of all cases of tuberculosis and usually occurs in women of childbearing age. Cervical tuberculosis can be suspected when an abnormal cervical appearance is present, especially in high endemic areas of tuberculosis and/or HIV. 2, 3 The cervix is infected from tuberculous pelvic nodes through hematogenous or lymphatic spread. Direct extension is rare, and it has been suggested that sperm or toilet objects may also be a route of transmission. In addition, there may be hormonal dependence of infection, given that 80% of cases occur during reproductive age. 4, 5 Diagnosis of cervical tuberculosis is difficult both clinically or with use of imaging modalities. The diagnosis proof is always made by histological examination of a cervical biopsy specimen. Macroscopi cally, there may be papillary or vegetative growths, a miliary appearance, and/or ulceration simulating invasive cervical cancer. Microscopically, granulomata are observed. The conjunction between clinical manifestations and sonographic imaging can aid in the diagnosis. 2, 6, 7 Clinically, cervical tuberculosis simulates cervicitis with inflammatory symptoms or cervical cancer. Leucorrhea is almost constant as in this case, and metrorrhagia is rare. The cervix is clinically hypertrophied (exocervical type) or ulcerative (endocervical type). 1 With the medical history and clinical features consistent with the pathology, a pelvic sonogram should be performed (sus-pubic or endovaginal) at the same time as the biopsy. Some authors have recommended instillation of water in the vagina to better visualize the cervix during sonography. The cervical canal normally appears as an echoic line, sometimes hypoechoic, extending between the internal and external cervical orifice. Sonographic aspects of hypertrophic tuberculosis have rarely been reported in the literature. Few reports have described radiological features of this very rare entity. In one case, sonography revealed calcifications in the region of the cervix. 8 As in our case, another presentation of the pathology may be a round, hypoechoic, homogeneous, well-circumscribed mass with well-developed vascularity on Doppler. The lack of specificity of these features highlights why diagnosis is generally difficult to differentiate between other solid cervical masses. 1, [8] [9] [10] Finally, when the diagnosis of cervix uterine tuberculosis is made, it is essential to look for an association with pulmonary tuberculosis by performing a chest X-ray.
Differential diagnoses are numerous and begin with malignant lesions. These are associated with infiltrative, hypo-or hyperechoic masses and are vascularized. But they can involve the posterior face of the bladder, with cervical tissue irregularities and increased mucosal thickness. Benign tumoral lesions such as cervical leiomyomas can be discussed, and they appear as a well-demarcated hypervascular and heterogeneous mass that deforms the cervix and casts an acoustic shadow. In very rare cervical pregnancies, a gestational sac is visualized below the internal orifice, and color Doppler examination demonstrates peritrophoblastic blood flow characteristic of early implantation. In cervicitis, clinical inflammatory symptoms are evident; the need for sonography is justified only when small groups of bright dots without acoustic shadowing are visualized in the endocervical canal. In contrast to cervical tuberculosis, patients with cervical polyps are perimenopausal. The polyps are usually endocervical and pedunculated, filling the endocervical or vaginal canal. They are isoechoic, with regular echogenic borders corresponding to the capsule of the polyp. Finally, adenomyosis seldom affects the uterine cervix and is suspected when the lesions form an ill-defined hypoechoic area continuing to the junctional zone with hyperechoic foci. 11, 12 In general, there is rarely any need for surgery in cervical tuberculosis. Medical treatment is often sufficient, comprising 6 months of standard therapy: 2 months of rifampicin-isoniasid-pyrazinamideethambuthol followed by 4 months of rifampicinisoniazid. Subsequent fertility is generally poor because of associated endometrial and tubal involvement (principally in endocervical tuberculosis) and fibrotic healing. More recently, cervical tuberculosis may be prevented by Bacille Calmette-Guerin (BCG) vaccination.
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Conclusion
Tuberculosis of the uterine cervix is very rare. Despite this, it should be considered in the differential diagnosis of all cervical masses, notably cervical carcinoma.
